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A 26-year-old black male, born in Senegal and resident in
Spain for the last 2 years, was admitted because of a 4 -week
historyof fever, night sweats andmildweight loss.
He was heterosexual and denies intravenous drug abuse.
There was no history of recent exposure to tuberculosis, and a
tuberculosis skin test (PPD) done 2 years beforewas positive.
On physical examination, the patient was in good condi-
tion, with low-grade fever (37.8 C), a heart rate of 130 beats/
min and normal blood pressure. A few small lymph nodes
were discovered in the cervical and inguinal regions. Enlarge-
ment of both the liver (2 cm) and the spleen (6 cm) was found.
Small skin and subcutaneous abscesses were noted on the
lower back area. The hemoglobin level was 9.3 g/dL, with a
normal electrophoresis pattern, and white blood cell and pla-
telet counts were also normal.The erythrocyte sedimentation
rate was 96mm in the ¢rst hour. Liver and renal function tests
were all within normal ranges.
The HBsAg was positive.Tests for HIV-1 and HIV-2 infec-
tion were all negative (ELISA and Western blot). The ECG
con¢rmed a sinus tachycardia. An X-ray ¢lm of the chest
showed a slight interstitial basal bilateral in¢ltrate, and a strik-
ing enlargement of the heart (Figure1).
Sputum Gram and Ziehl^Neelsen stains were negative.
Culture of the sputum and from the skin abscess material was
negative on day 2.
An echocardiogram (two-dimensional) revealed a mass
adhered to the right atriumwall, without pericardial e¡usion.
ACTscan con¢rmed these ¢ndings (Figure 2).
With the diagnosis of possible atrial myxoma, a surgical
procedure was performed. The pericardium was 5mm thick
and stuck to the myocardium. On visual examination, the
right atrium showed awhitish-yellow aspect, with a hard con-
sistency. Both venae cavae were involved, making cannulation
for starting extracorporeal circulation impossible. After a brief
consultation between the attending surgeon and an infectious
disease specialist, a diagnostic procedurewas decided upon. Q U E S T I O N S
How important is the prior history of this patient, especially
taking into account his country of origin? What is the most
likely diagnosis? What should be the next procedure to per-
form under these circumstances? Is there any treatment to be
started?
CONTINUING MEDICAL EDUCATION
Figure 1 X-ray ®lm of the chest. Cardiac enlargement and
bilateral basal in®ltrates.
Figure 2 CT scan showing a right atrial mass, without signs of
pericardial effusion.
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A N S W ER S
The surgeons deemed the tumor to be unresectable. By
means of a trough-cut trocar, several samples of the atrial mass
were obtained as a diagnostic procedure. The pathologic
examination of the surgical samples showed a chronic in£am-
matory patternwith multiple granulomatous lesions. No bac-
teria or fungiwere identi¢ed on common stains and cultures.
The patient had a normal postoperative period, and was
treated with the standard four drugs for 6 months (isoniacid,
rifampin, pirazinamide and ethambutol for 2months, fol-
lowed by isoniacid and rifampin for an additional 4 months),
plus digoxin and furosemide.
Mycobacterium tuberculosis was isolated from sputum culture
samples and from the skin abscess material. Culture of the
atrial mass obtained at the surgical procedure also demon-
strated growth ofM. tuberculosis.
The patient's clinical condition markedly improved, and
follow-up cultures from sputum were all negative. The ima-
ging follow-up of the atrial mass showed a progressive reduc-
tion, with only ¢brotic residual changes 1 year after ending
antituberculous therapy.The patient was able to perform nor-
mally all his daily living activities.
D IS C U S S IO N
Tuberculosis (TB) is now a highly prevalent infection. The
most common clinical presentation is pulmonary tuberculo-
sis, but extrapulmonary tuberculosis is being increasingly
recognized, mainly related to HIV infection. Patients who are
immigrants from highly endemic areas of the less developed
world (Africa, India, Southeast Asia and several parts of South
America) could also present with atypical extrapulmonaryTB
forms.
However, cardiac infection by M. tuberculosis is very unu-
sual, except for pericardial disease. Before e¡ective treatment
was available, less than 0.3% of all autopsy ¢ndings demon-
strated heart involvement in patients withTB [1].
Since the use of e¡ective antituberculous therapy, only rare
clinical cases of cardiacTB have been described, most of them
as postmortem ¢ndings. Children and young adults are most
likely to be infected, and, more often than not, cardiac invol-
vement appears in the context of widespreadTBdisease.
The myocardium can be infected from the pericardium,
either by direct extension or by the lymph drainage system
from the mediastinum. Infection through direct hematogen-
ous spread, without pericardial involvement, is unlikely.
Pathologic ¢ndings could be consistent with a localized
mass (tuberculoma) located mainly in the right side of the
heart, with miliary involvement in disseminated TB disease,
or with di¡use myocardial in¢ltration [2].
Clinical ¢ndings, gathered only from case reports and
short series, include signs and symptoms of congestive heart
failure, cardiac tamponade, chest pain, acute myocardial
infarction, arrhythmia (AV block, ventricular ¢brillation) and
sudden death [2^5].
More recently,TB infections following cardiac valve repla-
cements and cardiac allografts after heart transplantation have
been reported [6, 7].
Assessment of diagnostic imaging techniques is limited by
the low number of cases reported in recent years, but the two-
dimensional echocardiogram seems to be a valuable tool for
the evaluation of pericardium involvement, including pericar-
dial e¡usion, as well as the presence of dense intrapericardial
lesions [8].
Tuberculoma of the heart should be considered an extre-
mely unusual, but still possible, cause of intraparietal cardiac
masses, which can bemanaged e¡ectively without surgery.
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